well or any other hospital and (b) in the case of first admission. There is a significantly greater decrease in patients with a history of a previous admission to any mental hospital and this decrease is even more marked in patients with a history of a previous admission to this hospital.
It might be expected that with the decrease in the admission of patients suffering from neurosis and uncomplicated affective illness and with the increased admissions of senile psychotics, that the duration of stay of the patients admitted in 1958 would be increased. In 1957 the mean stay in weeks was 8-6 and in 1958 it was 10: this increase is not significant.
It seems therefore that the patient who is most likely to require admission is the widow who is over 75 and who lives alone at a distance from the hospital. She belongs to social class IV or V, she is suffering from senile dementia and she has not had a previous admission to a mental hospital.
The patient who is least likely to require admission is a married man in the age group 45-64 who is living with his family near the hospital. He is in social class III, he is suffering from a neurotic illness and he has had a previous admission.
We had been kept fully informed of the progress of the original scheme in Worthing during 1957, and we were able to profit from the experience gained there during that year. As a result, it seemed likely that the introduction of a similar scheme would result in a significant reduction in the number of admissions to this hospital from the Chichester area. We were able, therefore, to think of this service in terms of a community service and we were impressed by the flexibility of approach which it allowed. A decision could be made on clinical and on social grounds to treat the patient in hospital, in the Day Hospital, in the out-patient department or in his own home. Each psychiatrist worked in all these fields and he could provide a continuity of treatment when the patient required admission to hospital. Similarly, on discharge the followup was carried on by the psychiatrist who had seen the patient in the first instance. REFERENCE CARSE, J., PANTON, N., and WArr, A. (1958) Lancet i, 39.
Observations on Epileptics in a Mental Hospital' By JoHN TowERs, D.M., D.P.M.
Chichester THIS study of the long-stay epileptic population of a mental hospital was made for two main reasons-firstly to confirm or refute the high incidence of temporal lobe epilepsy reported among mental hospital epileptics and, secondly, to look for clinical features which might distinguish these epileptics from others in the general population. Investigations such as this have been reported before, notably by Liddeil (1953), but I have arranged the material in a slightly different manner and added an additional electroencephalographic (EEG) investigation, namely the use of sphenoidal electrodes and Pentothal-induced sleep. Information about the clinical history was obtained from the case records, some going back thirty years or more, from the nursing staff, and from relatives where they were available. The clinical findings, therefore, are based on a review of the whole of the patient's illness.
Excluding 4 patients who had been in the hospital less than a year and 9 whose fits were presumed to have followed a leucotomy operation, there were, on January 1, 1956, 52 patients who had had at least two major epileptic fits in the previous ten years. This is almost 6% of the hospital population, about the same as the national average for mental hospitals and, interestingly enough, Hughlings Jackson writing in 1875 reported the same figure. Assuming the incidence of epilepsy among the general public to be one in two hundred, this means that between 4 % and 5 % of all epileptics are resident in mental hospitals.
Out of the 52 patients here, there were 18 in whom the epilepsy was incidental to another disorder which of itself necessitated mental hospital treatment. There were 8 patients, for example, where it was due to a known or suspected organic brain disease such as senile and presenile dementia and post-encephalitic disorder. In the other 10 patients the epilepsy was incidental to a psychosis: melancholia in 2 cases, manic-depressive psychosis in 3 and schizophrenia in 5. In all 10 patients the psychosis was welL established before the fits began. In this group of 18 cases, the average age of onset of the epilepsy was 53 years and the fits in most cases were generalized major convulsions with little in the way of prodromal symptoms or post-ictal phenomena.
EEGs were done in 17 of the patients in this "Being part of work carried out for, and successful in, the South West Metropolitan Regional Hospital Board's 1957 competition for Research Reports. group. 4 were considered to be within normal limits, 10 showed generalized and symmetrical abnormal activity and the remaining 3 showed focal abnormalities. In 1 of these, the focus was in the left frontal region and was found subsequently to be due to a glioma. The other 2 showed left temporal foci. One of them was a case of presenile dementia who had been fully investigated at a neurosurgical centre where no abnormality was found other than cortical atrophy. The other was a chronic schizophrenic and unfortunately his disturbed mental state precluded the use of sphenoidal electrodes. This investigation was, however, carried out on 6 of the 10 psychotics with incidental epilepsy and in none of them was there evidence of a discharging temporal focus. Thus out of this group of 18 there was only 1 in whom there was suggestive evidence that the fits were due to a lesion in the temporal areas.
The other group of 34 cases were patients whose epilepsy with associated behaviour disorder was the sole reason for their being in a mental hospital and it is with this group that the investigation was mainly concerned. 9 of them were mental defectives at idiot or imbecile level.
Clinical Findings
It was impossible to obtain information about the early life of 8 patients; in the remaining 26 there was a history of possible birth trauma, either prolonged labour or instrumental delivery, in 6; a history suggestive of neurological illness in childhood in 7 (2 associated with measles and 3 others had convulsions while teething or with whooping-cough); and a history of head injury necessitating admission to hospital in 2. There was, therefore, possible brain damage in childhood in 15 out of 26 patients.
The age of onset of fits varied from shortly after birth to 21 years, an average of 10-4 years. 6 of the 9 mental defectives had begun to have fits before the age of 2 and if all the defectives are excluded, the average age of onset was 12 3 years. The age of admission to hospital varied from 10 to 60 years, an average of 26 8 years. 4 patients, all mental defectives, were admitted under the age of 16. At the other end of the scale, 3 of the 5 patients who were admitted over the age of 40 had been in private nursing care. 28 of the group were certified on admission, either on Urgency or Summary Reception Orders and the other 6 were Voluntary Patients.
Violently disturbed behaviour was the commonest reason for admission but delusions and hallucinations were noted on the certificates of 12 patients and there were attempts at suicide in 6.
For a description of the fits themselves, I am largely indebted to the nursing staff. This took some time to elicit for it is the usual practice in mental hospitals to describe any form of epileptic activity other than a major convulsion as petit ma!. All the patients had major seizures and on their clinical form they could be divided up as follows: Grand ma!, defined as a sudden symmetrically-developing major convulsion in 8 cases; grand ma! and petit ma!, defined as a brief interruption in the stream of consciousness noted by an observer as a vacant expression or a suspension of directed activity-in 2 cases; and focal seizures in which a motor, sensory, autonomic or psychical phenomenon was an initial or important symptom in 24 cases. Prodromal symptoms and signs were recognizable in 17 of the 34 cases-usually increased irritability and restlessness over two or three days. It is probable that 20 patients experienced an aura before their attacks. 13 admitted doing so-auras such as abdominal sensations, giddiness or simply "feeling queer", and in the other 7 there was a noticeable alteration in behaviour immediately before a fit. 4 of them would stop whatever they were doing and lie down on a bed-or a convenient chair. An aura used to be thought to be rare among mental hospital epileptics (White, 1900) but in this series just over half the patients had one, about the same as the generally accepted figure for epileptics as a whole. Motor phenomena were observed in 14 patients-such things as myoclonic jerks, munching movements, adversive seizures and automatic behaviour. Automatism occurred in 10 cases, the most commonly observed activity consisting of rearrangement of clothing or dressing and undressing. Of different quality is the epileptic furor-violent and destructive behaviour following a major convulsion-which was recorded in the notes of 15 patients but in only 4 was it a regular occurrence. Another common feature of this group was the epileptic twilight state-a psychotic condition following one, or more often a number of fits, either grand ma! or focal seizures. This had occurred in 23 patients, just over two-thirds of the group, at one time or other and it was responsible for the admission of 12 of them. In the twilight state, which lasted from a few days to several weeks, there was usually evidence of general toxicitysome were very restless, others very retarded but some degree of perplexity was invariable, as were delusions and hallucinations. These last took various forms but it was striking how frequently they had a religious content, seeing crosses in the sky or hearing the voice of God or the angels. It was not uncommon for the belief in the existence of these hallucinations to persist for some weeks after the toxic phase had passed.
The frequency of the fits of all sorts' was reviewed over a ten-year period in 27 of these patients, and the yearly number had increased in 1 case, remained roughly the same in 10 cases and had decreased in 16. 15 out of the total group of 34 had had one or more episodes of status epilepticus.
Psychological Aspects 9 patients, as already stated, were mental defectives, 1 at idiot level and the other 8 at imbecile level. A vocabulary test given to 20 patients gave results equivalent to intelligence quotients varying from 59 to 118 with an average of 85. For a rough assessment of personality, the nursing reports in the case records were studied and the nurses' opinion sought on the presence or absence of the following traits-irritability, aggressiveness, impulsiveness, self-centredness, hypochondriasis and religiosity. 19 patients seemed to possess three or more of these traits to a marked degree and they did not appear to be related to the length of stay in hospital, or to an early age of onset of fits, or to the type of fit. Dementia was assessed clinically and was adjudged to be present in 6 patients where retardation and perseveration were prominent and consistent features. In 5 of them it amounted to little more than a bovine slowness but one patient was totally disorientated and incontinent.
EEG Investigation
The EEG investigation consisted of ordinary scalp recordings, an average of three per patient, and then a recording using sphenoidal electrodes and Pentothal. It was impossible to obtain records on 2 male defectives because of lack of co-operation but the scalp EEGs of all the other 32 were considered to be abnormal. In 18 the abnormalities were generalized and in 14 were focal, in the form of spike discharges or waves of less than four cycles per second with phase reversal about a common electrode. The distribution of these foci was: over one hemisphere in 2 cases, frontal in 2 cases and temporal in 10 cases, unilateral in 9 of them and bilateral in 1. From scalp recordings, therefore, 10 out of the 32 patients or 31 % showed discharges from the temporal areas.
Recordings with sphenoidal electrodes were attempted in 32 patients and were successful in all but one. The value of this procedure is shown by the fact that temporal foci were found in 24 of the 31 cases examined, 77 %. They were distributed as follows: Anterior temporal focithat is spike foci with a phase reversal at the sphenoidal electrode-in 20 cases, bilateral in 13; superficial temporal foci-where the spikes originated from the middle or posterior part of the temporal lobe-in 4 cases.
In the remaining 7 patients, the use of sphenoidal electrodes did not contribute anything of value. When these results are correlated with the clinical findings (Table I ) it is found, as might be expected, that there is a high correlation between temporal foci and the presence of an aura and automatism. There is less association in the case of prodromal symptoms, furor and twilight states. From the psychological aspect (Table II) it can be seen that temporal foci were found in 5 out of 7 mental defectives examined and that epileptic personality traits are not exclusive to patients with temporal foci., All the patients showing clinical evidence of dementia had temporal foci but the numbers are too small to draw any definite conclusion. It is worth pointing out that most of these patients are not admitted to hospital until ten to twenty years after the onset of their fits-in other words it seems to take some time for the behaviour disorder which causes admission to a mental hospital to develop. None of the patients in this series has in fact been referred for a surgical opinion, as in nearly all the fits are well controlled by anticonvulsant drugs and, just as the frequency of the fits lessens as time goes on, so do the behaviour disorders tend to improve. The question of discharge becomes a social rather than a medical problem. It might be that if investigations with a view to possible surgery could be carried out before disturbed behaviour became well established some at least might be saved the long sojourn in a mental hospital.
